ncluding the precise indications for is still not firmly established. The port reviews our experience with the management of 32 patients witĥ der to determine these factors.
Clinical Material Thirty-two patients ranging in age from 8 months to 9 years, had physiologic correction of TGA by a modification of the intra-atrial baffle technic described by Mustard. All patients were studied by cardiac catheterization and cineangiography early in infancy. Since May, 1965, Indications for corrective operation were based on age and weight. Aside from the older children the majority of patients in this group were operated on when they attained a weight of 10 kg. In two infants no significant weight gain occurred after they attained 5 kg, and correction was performed at that weight.
Total correction was performed by means of an intra-atrial pericardial baffle was previously described. 2' 4 In the patient with a patent ductus Circulation, Volume XLIII, May 1971 arteriosus and pulmonary artery banding, the ductus was ligated at the time of physiologic correction through the median sternotomy as described by Kirklin.5 The Teflon fabrc PAB was removed without difficulty, and no pulmonary artery reconstruction was required. In one patient with a cotton fabric PAB, the pulmonary artery was reconstructed with a pericardial patch graft. In the last eight patients of this group, the new left atrium was enlarged with a large (2.5 by 2.5 cm) diamond-shaped pericardial patch, as previously described, in order to prevent pulmonary venous obstruction. The three patients in this group averaged 3 years of age (table 2). BAS had been performed in infancy in each patient. Two patients had marked cyanosis and a rising hematocrit; one subsequently had a CVA. This latter patient was found to have only a very small atrial septal defect (7 mm). BAS had been performed elsewhere. All three children had correction of TGA as described above. Each patient in this group had a large VSD measuring 10 to 12 mm in diameter. Two were retrocristal defects while one was in the subaortic location. In two patients the VSD was closed with a Dacron patch while in one patient direct suture was employed. The subvalvular obstruction in two patients was resected through to main PA as in those with TGA and PS. The pulmonary stenosis in the third patient was in the branch pulmonary arteries. of the 18 patients. Two patients had a CVA of unknown causes in the early postoperative period but made full recovery. The three patients who sustained a CVA prior to total correction have also made an excellent recovery with little residual neurologic deficit. Half of the patients in this group had a nodal rhythm immediately after operation, but only two required transient cardiac pacing. Six patients had a nodal rhythm at a rate of about 100 beats/min at the time of discharge which persisted in some instances as long as 7 months after operation. The remainder had an atrial rhythm at discharge.
Group II A Three of the nine patients with TGA and VSD died in the postoperative period. One died of unrecognized hemorrhage and cardiac tamponade 12 hours after operation, while two died of the low cardiac output syndrome 15 and 48 hours after operation. One patient was reoperated on for postoperative bleeding but subsequently did well. Pulmonary complications were surprisingly uncommon in this group in spite of the fact that eight of nine had had PAH prior to their previous PAB. However, four patients did require postoperative mechanical ventilation. Three of the nine patients had slow nodal rhythms after operation and required cardiac pacing. All six survivors had an atrial rhythm at discharge; one has atrial flutter controlled with digitalis.
Of the remaining six patients, one with a Taussig-Bing transposition died at home 4 months after operation, apparently of viral septicemia, following a brief febrile illness of One patient (G.B.) had postoperative respiratory failure and required mechanical ventilation. At autopsy a subarachnoid hemorrhage was present with areas of old and recent brain infarction. Severe pulmonary vascular disease involving both the intima and media was present.
The remaining patient (G.R.) had complete atelectasis of one lung in the postoperative period; severe pulmonary edema of the opposite lung followed, and mechanical ventilation was required. Cardiac pacing was employed because of a nodal bradyeardia. A subarachnoid hemorrhage was found at autopsy. The cardiac repair was intact.
Discussion
It is now generally accepted that all infants with TGA should have an atrial septal defect created. In our hands the balloon technic has continued to be both a safe and effective procedure. Only rarely has a surgical excision of the septum been subsequently required. 
